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Reply 
To the Editors: 
I appreciate many of the constructive ideas expressed in
Dr. Casarella's letter, and I appland his many points of 
agreement with concepts expressed inmy Eastern Vascular 
Society Presidential Address (J VASC SURG 1994:20:855- 
60). 
However, I believe he has misunderstood some of the 
other points I was trying to make. I and most vascular sur- 
geons have no "disdain" toward the specialty of interven- 
tional radiology, but only a sense of appreciation and colle- 
giality. This is evidenced by the warm working relationship 
that has existed between vascular surgery and interventional 
radiology at out institution for the last 25 years and the 
numerous coauthored publications that give ample testi- 
mony to the effectiveness of our complementary skills.l'2 
I obviously recognize that catheter-based techniques 
are not new, because we have used them widely on our 
patients since the 1970s. However, Dr. Casarella taust 
know that these techniques have been "newly found" and 
overused by some interventionalists, including those with 
training in surgery, cardiology, and, yes, even interven- 
tional radiology, to treat lesions simply because they are 
there. It is these specialists who are apparently unaware of 
the benign natural history ofsome of these lesions and who 
are guilty of treating lesions and not patients. That is the 
wrongful and unjustified practice to which I refer in my 
Address. 
Dr. Casarella must be aware that transluminally placed 
endovascular grafts (TPEGs) are not simply % namral 
consequence of the evolution" of the subspecialty of 
interventional radiology. The nse and development ofthese 
devices have combined innovations from vascular surgery 
and from interventional radiology. The multispecialty 
origins ofTPEGs are evident in the authorship ofsome of 
the pioneering roups in this field including our own. 
Clearly vascular surgeons have been heavily involved in the 
development of TPEGs. In addition I am sure that Dr. 
Casarella knows that many vascular surgeons, including our 
own group, have been supportive of the use of other 
catheter-based techniques because they are helpful in the 
treatment of our patients with difficult vascular disease. 
Indeed, many vascular surgeons use these techniques on a 
daily basis. 
Contrary to Dr. Casarella's letter, I have complete un- 
derstanding of the skills needed to become xpert in inter- 
ventional radiology. I do not believe that it is necessary for 
vascular surgeons to master all these skills. However, I do 
believe that it will be essential for vascular surgeons to 
master the use of some catheter-guide wire imaging tech- 
niques. Indeed, mastery of these techniques may weil be- 
come a necessary equirement for performing standard op- 
erative procedures in a superior fashion. Fluoroscopically- 
assisted thromboembolectomy with a two-lumened 
balloon catheter passed over a guide wire is only one ex- 
ample of such an improved vascnlar surgical procedure. An 
additional 2 to 3 years of interventional training certainly 
will not be required to gain this sort of catheter-guide 
wire-imaging competence. However, some additional or 
modified training and experience will be required. Obvi- 
ously this sort of training and experience could be facili- 
tated if vascular surgeons and interventional radiologists 
worked well together. However, there weil may be alterna- 
tive pathways for this training to be obtained. For inter- 
ventional radiologists to use a scalpel, as they do every day, 
they need not have full surgical training or be Board- 
certitied in surgery. Similarly, for vascular surgeons to be 
competent in some catheter-guide wire-imaging tech- 
niques, they do not have to become afully trained, Board- 
certified interventional radiologist. 
With regard to the "imperious elf-righteousness" that 
Dr. Casarella refers to, he taust be aware that some 
radiologists (and surgeons and cardiologists as weil) do 
treat vascular lesions simply because they exist, without 
much consideration for their benign natural history. To 
comment on this is simply acceptance offact, not imperious 
self-righteousness. I am sure that Dr. Casarella would agree 
that such treatment is misguided. It is hoped that leaders in 
interventional radiology and vascular surgery can agree on 
this issue and work together to decrease this practice. 
Finally, I enthusiastically agree with Dr. Casarella that 
we are experiencing a surge of new opportunities. How- 
ever, I believe these opportunities are the result of the 
persistence and ingenuity of vascular surgeons and inter- 
ventional radiologists. To credit one group without the 
other is exactly the kind of provocative expression that will 
lead to conflict and competition rather than the cooperative 
interaction that my Presidential Address was designed to 
promote in their place. Neither interventional radiologists 
nor surgeons hould be asked to abandon their fiel&. 
Rather, they should work together to improve patient care 
and make it more cost-effective. Although the hybrid 
specialist hat Dr. Casarella suggests is one approach, I 
suggest an alternative approach where the t-wo specialists 
with different raining and backgrounds work together on 
a collaborative basis. Each should be more skilled in his 
particular area than the other, hut each should share some 
of the skills of the other specialist. This, in my mind, would 
be an ideal way to improve therapy for patients with 
vascular disease. 
Frank J. Veith, MI) 
Department of Surgery 
Montefiore Hospital/Albert Einstein College of Medic]ne 
111 E. 210th Ave. 
New York, NY 10467 
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Comment on "Treatment of  venous disease- 
The innovators" 
To the Editors: 
I read with interest the presidential ddress by James A. 
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Fig. 1. Kazi Mobin-Uddin. 
DeWeese to the American Venous Forum titled "Treat- 
ment of venous disease-The innovators," which was 
published in the JOVWAL OF VASCULAR SVRGERY (1994;20: 
675-83). 
The author has discussed four irmovations in the treat- 
ment of venous disease: anticoagulant heparin, intralumi- 
nal partial venous interruption, balloon thrombectomy 
catheters, and pressure grädient stockings. I want to com- 
ment on the section discussing intraluminal partial venous 
interruption. 
The concept of partial vena caval interruption was 
introduced by Marion S. DeWeese in 1958 when he 
constructed an intraluminal "harpgrid" filter by placing 
mattress titches of silk sutures across the infrarenal vena 
cava. I Technical improvements were made on DeWeese's 
methods when Moretz et al. 2 introduced an external clip to 
achieve partial vena caval interruption. The above proce- 
dures required major surgery with the patient under 
general anesthesia. In 1967 Kazi Mobin-Uddin introduced 
a device that used a simple catheter technique for inter- 
ruption of the vena cava with the patient under local 
anesthesia. 3 
Dr. DeWeese's article does not give due credit o Kazi 
Mobin-Uddin for his contributions. The introduction of
transvenous inferior vena caval interruption for the preven- 
tion of pulmonary embolism by Mobin-Uddin heralded a
new era in technologic advances in endovascular surgery. 
Dr. Mobin-Uddin's contribution is legendary, and he is 
considered to be the"Father ofEndovascular Technology." 
I want to discuss Mobin-Uddin's work in more detail be- 
cause it represents a significant innovation in the manage- 
ment ofvenous disease. 
Kazi Mobin-Uddin (Fig. 1) was born in Sikandrabad, 
India, on July 16, 1930. His early education was at Aligarh 
Muslim University in Aligarh, India. He later moved to 
Pakistan with his family when bis father accepted a position 
as professor and chairman of the Department ofGeography 
at the Punjab University in Lahore, Pakistan. Mobin- 
Uddin graduated from King Edward Medical College in 
Lahore in 1954 and served as house surgeon at Mayo 
Hospital in Labore. He came to the United States for 
residency training in 1958. His general surgical residency 
training was at Rochester General Hospital in Rochester, 
N. Y., and at St. Vincent's Hospital in lacksonville, Fla. His 
thoracic and cardiovascular surgery training was at Jackson 
Memorial Hospital in Miami, Fla. It was here that he 
developed the catheter technique for vena caval interrup- 
tion by an umbrella filter. 
The initial prototype of the Mobin-Uddin umbrella 
filter was made by Mr. Robert McLean at the Depärtment 
of Medical Instrumentation at the University of Miami 
School of Medicine. The spokes of the filter were made of 
elgiloy (Elgiloy Co., Elgin, Ill.) and were covered with a 
thin sheet of Silastic (Dow Corning, Midland, Mich.) 
that had 3 mm perforations. The initial filters thrombosed 
when implanted in the vena cava. This problem was solved 
when Mr. G. A. Grode at Battelle Memorial Institute in 
Columbus, Ohio, bonded heparin to the filter. The 
heparin-bonded Mobin-Uddin umbrella filters remained 
patent when implanted in the vena cava. After experimental 
evaluation and clinical trials, the Mobin-Uddin umbrella 
filter was released for general clinical use in 1970. The 
Mobin-Uddin umbrella filter was an important innovation 
in the treatment of venous disease in this century and 
deserved more credit in Dr. DeWeese's article. 
Patrick G. Cain, 2VLD 
Department ofRadiology 
Park Medical Center 
1492 E. Broad St. 
Columbus, OH 43215 
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To the Editors: 
Thank you for sharing Dr. Cain's letter. I am sorry that 
Dr. Cain believes I have not given enough credit to my 
friend, Dr. Kazi Mobin-Uddin. As Dr. Cain has stated, in 
1958 Dr. Marion S. DeWeese introduced the concept of 
partially interrupting the vena cava with intraluminal 
sutures, which produced a "harp grid" filter. This led to a 
series of advances that have brought us to the present day 
when effective filters can be introduced easily into the vena 
cava through the percutaneous route. The first of these 
